dcoc

: “MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 141 Z04527G
1

- % VD )
s DEPARTMENT OF PUBL.: -HEA-I..TI'-' ..AHU WELFAR ) ) - N 1003 ) STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District No, —----_ig_l.s__l?nmnry Registration District No. de e Ned tud_____Registrar’s Nn B i

ON THIs STUB —FILED DEC=2 1989
1. PLACE OF DEATH 2. USUAL RESIDENCE [Whare decearad lived. If institution: Residence before

VS 300 & COUNTY St., Louls 7 a. sTATE M ssours CouNTY admission)

oy
Rev. 4/59 b. CITY {If outside corporate limita, give TOWNSHIP only) Langth of stay in Ib <. CITY N — Inwide Limits

©oWN  St. Louis . 18w St. Louis N Yo ren

c. FULL NAME OF (If NOT in hospital, give locarion) Intide Limirs d. STREET (If cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS

NeturioN’.  9030A Maple Avenue |0 “eD ~9030A Maple Ave, YerQ NoO
3. NAME OF DECEASED First Middle “Last 4. DATE Month Day Year

(Typ= or print) Clyde .A. BuCk'IleI' D?AFTH ll 16

5. SEX 6. COLOR OR RACE 7. Married [J Never Married [] [8. DATE OF BIRTH | ¥- AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 H

Male Negro | Wewd®  owedD g 157808 67 re] en | Fem| e

10a. USUAL OCCUPATION [Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12, CITIZEN OF WHAT COUNTRY

d f king life, if od
Hetired Veteran — | - - St. Louis, Mo, USA
13s. FATHER'S NAME E 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE

Elie White Susie Muse . )

15, WAS DECEASED EVER IN US. ARMED FORCESY 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, Yem unlulown)l {if yes, give war or dates of serv| Fann.ie Tipton- 503OA Ma_ple

18. CAl F DEATH [Enter only one cause par lind oo g wra e INTERVAL BETWEEN
( PART . E TH WAS CAUSED BY: » ) ONSET AND DEATH

DATE AMENDED

lMMEDIA‘I’E CAUSE (a)

DOCUMENT

Cnndmom, if any, DUE TG (b)
which gave rise to

above cause (a),
wmating the under- %_%X
lying cauze last. DUE TO (e}

PART {1. OTHER 5|GN:FICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I If deceased was female wi
disease condition givan in PART | (a) there a pregnancy in last 90 day

rD Yes l O Ne ID Unknow|
J 19 WAS AUTOPST | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? O [ 9]
YES[] NG .
20c. TIME OF  Hou Manih, Day, Year |
INJURY a.m.
p.m.

20d. INJURY CCCURRED 20e. PLACE OF INJURY [e.g., in or about homae, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] tarm, factory, areet, office bidg., ewc.}
NOT WHILE AT WORK (J

21. 1 attendad the deceased from - //-'/‘ 'ﬁ ta // ./Md last saw :'er:' alive o

. *
Death occurred ot L OD a-‘ m on the dale staled above, and to the best of my knowledge, from 1the causes stated.

{Degres or title) DDRESS , 22¢, DATE SIGNE
T PR | %oos (it (cre

]
1AL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Stare)

‘moval | 11-22-63 National Cemetery | .Jefferson Barracks Moi.

1
24, FUNERAL DIRECTOR ADDRESS 25. DATE RE D'.BY LOGAL REG. | 26. REQGISTRAR SIGN. R‘E' .
Aj; L. Beal Und. Co. 4303 Delmar NOV' 18 1963 C.) Al fo.

[ {Licensed Embalmer’s Statement on Reversa Side)

t’e’.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CEBMFICHMIO

USE BLACK INK

SHQULD READ

- TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




. B

R LAY .‘-

STATEMENT & I.ICENSED EMBAl.MER

. -
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, R

or by _ ' Student Embalmer No.

. working under my personal supervision.

Student

Signature of Student Embalmer

) . /_ .
E::' AN ICPERSANAAN a9 . P. O. Address #j 0-3 1( Qe’@ﬂa"—‘«

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for. revocation of license). -
L embalmed by a STUDENT,,he ‘also shall sngn in his OWN handwrmng

"I this body is'not embalmed, fact should'be $o stated above. -7




